room that the surgeon is most likely to be exposed to blood-borne pathogens. The 2% skin and 8.5% glove puncture rates in otolaryngology-head and neck surgery are relatively low for a surgical specialty, though the latter rate approaches 50% with facial skeletal or head and neck cancer operations. 1 The potential for puncture increases with emergency operations, patients with blood loss of more than 200 ml, and when there are bone fragments, wires, or other sharp objects in the operative field.
The risk of acquiring HIV from skin puncture by an HIV blood-contaminated hypodermic (hollow) needle is 1 in 250 to 300, less for suture needles and most other sharp instruments. Double-gloving reduces exposure by up to 50%. Other operating room precautions are listed in Fig. 1 . Though it has been estimated that up to 0.25% of physicians are infected with HIV (the preponderance acquired in social rather than patient care settings), there has been no confirmation of HIV transmission from infected physician to patient in more than 18,000 retrospective cases studied by the Centers for Disease, and estimates of the risk of such transmission vary from 1 in 42,000 to 1 in 417,000.
Office Practices
As of July 1992, employers of health care workers who may reasonably be anticipated to have "skin, eye, mucous membrane, or parenteral contact with blood or other potentially infectious materials" during work must adopt "Universal Precautions"." These personal protective guidelines were intro-1. Use personal barrier precautions, including gloves, masks, eye protectors, gowns, and shoe covers. Gown and glove yourself when enfering an operation in progress. 2. Consider double-gloving routinely, but always with "high-risk" and HIV-infected patients; during emergent procedures; when working with bony fractures, wires, or metal plates; and when more than 200 ml of blood loss is anticipated.
3. Minimize the number 0' sharps, substituting the electrical cuHing curren', laser, or scissors 'or scalpels. Use staples rather than sutures, and large monofilament rather than wire. Avoid instruments with two sharp ends. When sharps are involved, limit dissection in the central surgical field to one pair of hands. 4. Do not hold tissues or the needle in your fingers when suturing; do not manually adjust the needle in the needleholder; and remove the needle 'rom the suture before tying. 5. Exchange sharps through a "neutral" area to minimize interperson passage, or pass carefully by the blunt end. 6. Do not recap needles. Discard sharps into puncture-resistant containers or embed them into foam-rubber immediately aHer use. duced by the Centers for Disease Control (CDC) in 1987, and are now bundled with employee inservice education and medical record requirements in Federal regulations enforced by the Occupational Safety and Health Administration (OSHA). Though a full description of these regulations relevant to the otolaryngology office is beyond the scope of this editorial, a summary and references will follow." In the otolaryngology office setting, the OSHA guidelines apply to physician employees, nurses, physician and nursing assistants, audiologists, and housekeeping/cleanup personnel who deal with patient care areas or medical wastes. Central to the requirements is a written and yearly updated, "Exposure Control Plan," which outlines and documents the training of employees in the epidemiology, mechanisms of transmission and symptoms of bloodborne diseases, the principles of universal precautions, the proper uses and limitations of personal protective equipment, strategies for minimizing accidental exposure, and the safe handling and cleaning or disposal of contaminated materials.
Hepatitis-B (HBV) vaccination is offered gratis to employees with potential occupational exposure, and those declining must sign an informed consent. Handwashing between patient contacts is a minimum requirement, and personal protective equipment, such as gloves, gowns, masks, and fluidshielded resuscitation equipment, must be readily available (at no cost to the employee) for use when appropriate. The OSHA guidelines contain an apparent contradiction in that saliva is listed as a "potentially infectious material" only if contaminated with blood or in a dental office context, yet gloves "shall be worn when it can be reasonably anticipated that the employee may have hand contact" with blood, mucous membrane, and nonintact skin.' From phone conversations with OSHA representatives, it appears that glove use is optional for oral examinations by means of tongue blades, but mandated whenever a health care worker's fingers enter a patient's mouth or contacts the saliva or mucous-contaminated section of an instrument (e.g., moist end of tongue blade or flexible endoscope). In addition, masks and eye protection "shall be worn whenever splashes, spray, spatter, or droplets of blood or other potentially infectious materials may be generated.t? As currently interpreted by OSHA, this mandates face protection when there is a likelihood of blood in a sneeze, cough, or gag (e.g., presence of mucosal dehiscence from surgery, trauma, or carcinoma), but not for instances such as nasal and pharyngeal examination of a patient with a "cold". Note that a face shield requirement would usually only affect physician employees and that there is yet no record of HIV transmission by saliva uncontaminated by blood. A written clarification relevant to otolaryngology office practices has been requested of OSHA and targets those situations when glove, mask, and/or eye shield protection are absolutely required (reply will be published in the Academy Bulletin). Gowns, caps, and/or shoe covers are specified for instances when "gross contamination" is anticipated and, in the Otolaryngology office, might involve epistaxis management and ambulatory surgery. Outpatient surgical suites in physicians' offices should already be in compliance with ambulatory care regulations, which differ little from the stringent ones applied to hospitals.
Contaminated needles must not be recapped, and these and other disposable sharp objects are discarded into puncture-resistant and labeled containers required to be located in areas of customary sharps use. All contaminated environmental surfaces are to be appropriately cleaned, which usually means with an EPA-registered disinfectant-detergent scrubbing by a worker wearing rubber gloves. Nondisposable contaminated materials are gathered by a gloved worker, cleaned, and then either sterilized if applied to sterile areas (e.g., suture set) or subjected to high-level disinfection, which for most office instruments means a 20-minute soaking in a 1: 10 dilution of household bleach (5% sodium hypochlorite), or if delicate (e.g., laryngeal mirrors, flexible fiberscopes), then immersion in 2.0% to 3.2% glutaraldehyde for 10 to 20 minutes, respectively. Linen is laundered with a detergent for a minimum of 25 minutes at 71 0 C or treated with an appropriate disinfectant (usually bleach). Disposable materials are likewise collected by a gloved worker, and are bagged and placed in appropriately labeled containers -leakproof, if fluids are involved -and then disposed of in compliance with local health regulations. This usually means incineration, or autoclaving, and disposal in a specially designated landfill.
A protocol for accidental exposure of workers that potentially involves HIV or HBV includes a description of the incident, a confidential medical examination of the employee, and testing of the patient's blood. If the tests are positive for HIV or HBV, or the patient refuses testing (currently, 22 states compel patient cooperation in such cirucumstances), postexposure prophylaxis specified by the U.S. Public Health Service, education of the employee on the signs and symptoms of HBV and/or HIV, and appropriate follow-up medical examinations are required. Confidential records of accidental exposures to HIV or HBV shall be kept for the duration of Editorial 211 employment, plus 30 years. In the instance of employer retirement or relocation, these records can be sent to the National Institute for Occupational Safety and Health.
COMMENTARY
After review of the office practices of colleagues and from inquiries received as the Chairman of the Academy's Infectious Diseases Committee, I suspect most otolaryngologists generally follow "Universal Precautions". With the Federal mandates, we may be more likely to wear eye protection and/or masks during endoscopies and the like, and devote more attention to the disinfection of instruments, waste disposal, and housekeeping performances of our staffs. The primary burden of the OSHA regulations is the documentation of an exposure control plan and education of employees in the prescribed infection control practices. While large medical groups may invest in consultants, this is expensive and unnecessary for smaller practices.
The American Medical Association has a videotape, "model" exposure-control plan, and employee education booklets available at modest cost to physicians," and many of the state organizations have similar offerings. At the Annual meeting, your Academy has instruction courses on the head and neck manifestations of HIV, Universal Precautions relevant to the our specialty, and on the OSHA guidelines, including a "model" plan for the otolaryngology office. Local hospitals are excellent resources for training in blood-borne pathogen standards, because they also must meet OSHA requirements for their employees and are frequently willing to include a physician's employees in the lectures. The hospital infection control officer will often offer advice and help clarify technical points of the OSHA regulations, and many are willing to perform a "courtesy" on-site office inspection.
The OSHA inspections in most states are done through contracts with the states' own health services, which commonly offer courses on bringing a medical office into compliance with regulations. Physician office inspections are almost always prompted by a formal complaint (usually by an employee or patient), with routine inspections directed to high-volume providers such as hospitals and ambulatory care facilities. Only 198 physician offices were inspected in 1991. If deficiencies are noted at an office inspection, evidence of a good faith effort to meet OSHA guidelines and an expressed desire to make needed changes is prudent. Site visits can occur without previous notice, and can be refused until a warrant is issued, though such usually takes little time and may encourage a particularly comprehensive inspection. Penalties for most infractions are listed at $7000 (and can range up to $70,000 per willful or repeated violation), but they are discounted by 60% for employers with 25 or fewer workers, and further reductions for "good faith" efforts are common. Substantial financial penalties are more likely when there has been no tangible effort towards an exposure-control plan, gross negligence of Universal Precautions, and/or continuing major violations on a repeat inspection.
Federal and state regulations regarding physician and dental office practices received major impetus from the burgeoning incidence of HIV infections in the United States. However, the laws apply regardless of whether a practitioner knowingly accepts the care of HIV carriers. Though few physicians overtly avoid HIV-infected patients, covert discrimination is not condoned by organized medicine, including your Academy, and now risks substantial liability under the Americans with Disabilities Act. We must share the burden of care of these patients, delivering it with compassion and without regard for ability to
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March 1993 payor how we may personally regard their previous lifestyle.
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